Background: There is much evidence that smoking cessation interventions are both clinically and cost effective but these results relate only to the specific study populations involved in the studies. The present study aimed to compare and contrast results obtained when the effects of smoking cessation are modelled for several different European countries. Methods: Local investigators collected data relating to several smoking related diseases. Costs and disease rates were then modelled up to 2030 for reductions in smoking of 3%, 15% and 30% using an epidemiological modelling tool, PREVENT. Results: Models could not be constructed for some countries due to lack of data while for others substantial amounts of data had to be imputed. In all cases, disease rates fall when smoking cessation occurs. Overall costs initially fall before eventually rising as lives are saved and the population ages, leading to negative savings in some cases by the end of the modelled period. The speed and magnitude with which these effects occur are diverse for different countries. Conclusions: Health and economic results for different countries vary significantly for the same reductions in smoking. This suggests that it may be inappropriate to assume that evidence from one country will produce similar health and economic effects if the same levels of smoking cessation were achieved in another country which has evident messages for health policy. Problems with obtaining data also highlight the difficulties associated with modelling such scenarios and underline the need for relevant data to be routinely collected in all countries.
Background
Evidence based medicine is now an established paradigm within health care [1] . Growing recognition that resources for health care are scarce has led to broad acceptance that the evidence base should include economic as well as clinical evidence. In the UK this is reflected in the work of the National Institute for Health and Clinical Excellence (NICE) whose national guidance on health care for England and Wales is explicitly informed by evidence of cost effectiveness as well as clinical effectiveness [2] .
Smoking cessation is one aspect of health policy where the evidence of both clinical and cost effectiveness is strong [3] [4] [5] [6] . The empirical studies which provide this evidence, however, reflect the way that smokers responded to smoking cessation interventions in the countries where the studies took place. Clearly, cultural and other differences mean that it cannot be assumed that smokers in other countries will necessarily respond in exactly the same way as they did in the countries of observation. There is thus a potential to misinform if evidence from one country is used to inform policy in another.
Similarly, estimates of the long term health and economic effects which result from reduced smoking are normally derived from mathematical models populated with data from the countries where the modelling exercises took place. These results could also potentially misinform health policy in other countries which may have different rates of smoking prevalence, incidence of smoking related diseases, mortality from those diseases, health service costs, etc.
As a part of a larger project, the present study set out to identify which of 29 European countries participating in the PESCE project (General Practitioners and the Economics of Smoking Cessation in Europe), could provide sufficient data to populate an epidemiological model (PREVENT [7] ) which could be used to predict the health and health service cost effects of reduced smoking in those countries.
The aim of the study was to predict the effects of a given reduction in smoking on smoking related disease incidence, mortality and health service costs in each of 29 European countries which could provide sufficient data to allow the PREVENT model to be run for that country and to consider the implications for national policies in the light of differences in results between countries.
This article reports on the findings from the analysis, describing the effects that have been observed and recommendations are made for how future analysis can be improved.
Methods

Identifying achievable reductions in smoking
A range of potentially achievable smoking reductions was selected from a recent study commissioned by the UK National Institute for Health and Clinical Excellence [8] . This study reviewed the UK literature on smoking cessation interventions delivered by the National Health Service (NHS), in the workplace and by mass media, and developed a model to assess their cost effectiveness. This approach has an advantage over direct comparisons of cost effectiveness from published studies as the methods employed in the individual evaluations inevitably vary.
Instead, the review team applied a consistent methodology using data extracted from the studies in the review. This involved modelling a hypothetical cohort of 1000 smokers using the costs and cessation effects reported for each intervention together with consistently applied data on mortality by age, gender and smoking status, costs of smoking related diseases and the utilities (health related quality of life) associated with each disease. The resulting cost effectiveness ratios could thus be directly compared as differences would be due solely to differences in costs and effects rather than inconsistent evaluation methods. Table 1 shows the results for the least and most effective smoking cessation interventions included in the NICE exercise together with a mid-range intervention. Although different rates of reduction in smoking might be seen in other countries, these 3 rates (3%, 15% and 35%) were selected for the present exercise only to illustrate low, medium and high effects from smoking cessation interventions. They are of increasing intensity and increasing effectiveness in terms of reductions in smoking as compared with 'no intervention' in each case. All demonstrate dominance over 'no intervention' meaning that each is both more effective and less costly than doing nothing and hence is unambiguously more cost effective than doing nothing.
The PREVENT model
PREVENT is a Public Health model that links changes in risk factor exposure to changes in risk factor related disease specific outcomes and to changes in generic health outcomes [7] . Despite its venerable age, PREVENT is still being developed. Recently, the central algorithm that relates risk factor change to disease incidence change was modified from an age group perspective to a cohort perspective. This latest version of the PREVENT model was used to estimate reductions in incidence, mortality and health service costs of 4 smoking related diseases (lung cancer, coronary heart disease (CHD), chronic obstructive pulmonary disease (COPD) and stroke) and health service costs.
The model was initially run for the UK where it was known that data were available and of good quality. These data, however, were not always available in the precise format required for the model. Statistical sources were used for data on population, live births, net migration, trends in smoking prevalence, total mortality, disease specific incidence, prevalence and mortality and total health service costs. Published studies were used for disease specific costs for lung cancer [9] , COPD [10] , CHD and stroke [11] and for relative risks for lung cancer and CHD [12] , COPD [13] and stroke [14] .
Data for the other European countries were collected using local investigators who were charged with identifying what data were available in that country. A common pro-forma was used by each local investigator to ensure that the same data were provided using common definitions. As this task involved considerable effort and commitment on the part of the local investigators, the quantity and quality of the data provided would inevitably be dependent at least to a degree on the time and effort that each was willing and able to devote to this task.
Where datasets were incomplete, Netherlands data were often used a basis for estimating proportions of data for other countries. The Netherlands was chosen for imputation purposes as the data supplied for that country were of higher quality than others in terms of providing what the PREVENT model requires. For example, while overall birth rate figures could have been obtained from publicly available datasets for countries that did not supply them, the birth rate input also required a breakdown according to different age groups, necessitating imputations that could only be taken from another country where these had been reported.
Additionally, if the incidence of a disease was not known but the prevalence was known, the ratio of incidence to prevalence for the Netherlands was used to estimate the unknown incidence. PREVENT requires these to be broken down by gender and age. Where only totals were provided, the age/gender breakdowns were similarly estimated based on Netherlands data. Where age but not gender breakdowns were supplied, quantities were split equally between male and female. Where only total health service cost figures were supplied, Netherlands rates were used to estimate age and gender breakdowns for total costs and individual disease costs. Netherlands cost data were imputed where total costs figures from individual countries were not provided.
The DISMOD2 model [15] was used to ensure that figures for each dataset were internally consistent. DISMOD2 is a software tool provided by the World Health Organisation that checks the internal consistency of epidemiological estimates of incidence, prevalence, duration, remission and case fatality for diseases. It requires a minimum of three input variables to be supplied. A remission rate of 0 is input to produce estimates for the datasets when fewer than three of the other variables have available data. For some countries, DISMOD2 estimated figures that were previously unknown, while for others, the figures were altered to ensure that internal consistency was valid.
The main study was undertaken prior to 2010 and based on availability of data, the base year in all cases 
Results
Despite the relatively good availability of data for the UK a number of assumptions were still required. These were due in large part to the fact that the UK is made up of 4 countries; England, Wales, Scotland and Northern Ireland. While the model required data for the UK, some data were available only for Great Britain (England, Scotland and Wales), others for "England and Wales" and others still for each country individually. An additional file (' Additional file 1') provides a description of the assumptions that were made when these were necessary and indicate that even for a country with relatively good data, estimates from modelling exercises need to be interpreted with a degree of caution due to the large number of assumptions required.
In addition to the UK, sufficient data were provided to run the PREVENT model for 9 other European countries although adjustments and/or imputations were required in all cases. Results for these countries need to be interpreted with caution as some imputations required strong assumptions. ' Additional file 2' reports on how the datasets for each country were completed. For all other countries use of the model was judged to be inappropriate as the extent of missing data was excessive.
Results relating to annual reductions in incidence, mortality and costs of the 4 smoking related diseases are summarised in Table 2 . All countries show important reductions in health service costs as well as incidence and mortality for the four diseases combined. Orders of magnitude vary considerably as anticipated due inter alia to differences in population size. However, relationships not directly related to population such as that between a country's long term and short term effects also vary considerably. For example, predicted reductions in disease incidence in 2030 in France and Germany are more than treble those in 2010 while for the UK and Poland they are less than double. Similarly the relationship between each country's reductions in incidence and savings in health service costs also vary widely. For example, the predicted reduction in incidence in 2030 for Poland is roughly twice that for France (1,971 versus 929 cases) while the cost savings are similar (€43,154 versus €44,981).
Reported results relate to annual reductions but these effects are clearly cumulative. By 2030, a 3% reduction in Table 1 Summary results of cost effectiveness of 3 smoking cessation interventions The effects of reduced smoking on overall health care costs i.e. accounting for the long term health care costs of an increase in the elderly population are shown in Table 3 . All countries show overall cost savings in the short term with variable peaks (shown in bold). By 2030, savings become negative in all countries apart from Romania, Switzerland, Portugal and Austria due to the cost of caring for greater number of older people.
Discussion
The PREVENT model predicts important reductions in smoking related disease incidence and mortality and in the health care costs of treating people with these diseases across all 10 European countries following reductions in smoking of 3%, 15% or 35%. These reductions in smoking are based on UK studies and clearly cessation rates may vary between countries, they illustrate differences in the order of magnitude and in the timing of effects which can have important messages for national health policies.
For a number of reasons, these total identified benefits should be regarded as minima. Firstly, they relate to only 4 diseases and it has long been known that smoking increases the risks of many other diseases (e.g. cataracts), increases other risks (e.g. hip fractures) and inhibits recovery from non-smoking related illness (longer post surgery recovery times). It is the cause of illness in nonsmokers who are exposed to second-hand smoke (passive smoking) and has long been known to lead to higher levels of low birth rate babies in women who smoke when pregnant. (See [16] for summary of effects of smoking).
Reduced smoking can also lead to non-health benefits particularly in terms of productivity gains to the economy. Workers who smoke have higher rates of sickness absence from work than do non-smokers [17] which was estimated to be responsible for 50 million lost working days per year in the UK [18] . In Scotland alone, the total annual costs due to such additional sickness absence from work by smokers has been estimated at £40 million (€47.2 million) [19] . In addition there are other benefits of reduced smoking such as fewer fires. It has been estimated that 10% of all fires in the UK are due to cigarettes and a further 9% to use of matches [20] .
Reductions in smoking related mortality, however, mean more people living to old age which has implications for long term health care costs. The model predicts initial overall health care savings in all countries which reach a peak and then decline, becoming negative in six of the ten modelled countries by the end of the modelled period. Savings become negative when the population structure contains a higher proportion of older people, which will eventually occur in all ten cases but takes more time in countries that start with a relatively young population. Negative overall health care savings however, cannot be interpreted as 'negative' results since they are Table 3 Predicted savings in overall health service costs from reductions of 3%, 15% and 35% in number of smokers (€000) the direct result of people living longer, healthier lives which is the explicit objective of smoking cessation policiesas it is for all health care interventions. The decision to treat a patient suffering a myocardial infarction (MI) is unlikely to include consideration of the fact that saving his life means he will live to old age and become a burden on the health service. There is no reason why future health service costs should have any more influence on the decision to prevent the MI in the first place.
The fact that sufficient data to run the PREVENT model were obtained from only 10 of 29 European countries does not mean that data for the remaining 19 do not exist nor that the data provided for these 10 are necessarily as complete as might have been possible. Reliance on local researchers in this many countries meant that some variation in terms of the effort and rigor applied to obtaining data was inevitable. Despite this caveat, results demonstrate that the quantity and quality of data available for purposes of predictive modelling can vary significantly across European countries. Nevertheless, deficiencies in the datasets were clearly often due to those data not being collected and improvements in routine collection of data such as Burden of Disease data and performing Costs of Illness studies would greatly assist future smoking cessation research in Europe.
Differences in the predicted impact of reduced smoking vary considerably between countries which has important implications for evidence based policy. For example, while the population of Germany is more than double that of Poland (82.5 million versus 38.1 million) reductions in disease incidence following a 3% reduction in smoking in 2005 are considerably greater for Poland in the short term (1069 versus 602 cases avoided in 2010) but in the long term the situation is reversed (1,971 versus 2,333 cases avoided in 2030). The overall health service cost saving for both countries, however, peak and become negative fairly quickly (Germany, peak in 2010 negative in 2015, Poland peak in 2015 negative in 2020) as compared with say Romania where the savings are still rising in 2030 and, due to that being the last year modelled, will possibly continue to rise even beyond that.
This study has demonstrated that there are dangers in using evidence produced in one European country to inform smoking policy in another. Even neighbouring countries that may superficially appear to be similar in terms of some demographics have shown large disparities in the outputs generated in this study, demonstrating the need for careful analysis of accurate and complete local datasets with a particular emphasis upon collecting burden of disease and cost of illness data.
Limitations of the study
Considerable care needs to be taken in interpreting these results which should be seen as illustrative. The completeness of data to meet the requirements of the PREVENT model varied considerably between countries with fairly heroic assumptions being required in some cases as shown in ' Additional file 2'. Apart from the UK, datasets for all countries required some adjustment or imputation using data from another country. These varied from minimal, for example in the case of the Netherlands where all that was required was to apply age breakdowns from France to Netherlands birth rates, to severe, for example in the case of Austria, Portugal and Poland which did not provide any cost figures and where Netherlands costs were imputed. Clearly the accuracy of any prediction varies with the number and severity of adjustments and imputations required. The purpose of the study, however, was to illustrate how the effects of reduced smoking can differ between countries.
Results are reported as absolute values rather than as rates. Clearly the implications of any given reduction in the absolute number of new cases, deaths or health care costs have to be interpreted locally with regard to the size of the population. Converting values into rates, however, requires predicting population growth rates in addition to the predicting changes in the variables examined here. This would not have affected the main messages from the study.
